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The impact of education on chronic kidney disease patients’
plans to initiate dialysis with self-care dialysis: A randomized
trial.
Background. Compared with in-center hemodialysis, self-
care dialysis (including home and self-care hemodialysis and
peritoneal dialysis) is less resource intensive and associated
with similar clinical outcomes. However, utilization of self-
care dialysis has been very low. We performed a randomized
controlled trial in predialysis patients with chronic kidney dis-
ease (CKD) (GFR <30 mL/min) to determine the impact of
a patient-centered educational intervention on patients’ inten-
tion to initiate dialysis with self-care dialysis.
Methods. Seventy patients with CKD who were receiving care
in a multidisciplinary predialysis clinic were randomized to re-
ceive either (1) a two-phase patient-centered educational inter-
vention (phase 1 included educational booklets and a 15-minute
video on self-care dialysis; phase 2 included a 90-minute small
group interactive educational session on self-care dialysis) in
addition to their regular multidisciplinary care, or (2) ongoing
standard care and education in the multidisciplinary predialysis
clinic. The primary outcome was patients’ intention to initiate
dialysis with self-care dialysis, assessed by questionnaire.
Results. Thirty-five patients were randomized to standard
care; 34 completed the study. Thirty-five patients were ran-
domized to the educational intervention; 30 completed phase
1 and 28 completed phase 2. By study end, significantly more
patients in the intervention group (82.1%) intended to start
dialysis with self-care dialysis compared with the standard care
group (50%, P = 0.015). This difference persisted after control-
ling for the small baseline differences among patients in the two
study groups (P = 0.004).
Conclusion. A two-phase educational intervention can in-
crease the proportion of patients who intend to initiate dialysis
with self-care dialysis.
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Received for publication January 17, 2005
and in revised form April 13, 2005
Accepted for publication May 10, 2005
C© 2005 by the International Society of Nephrology
In this era of cost-restraint and evidence-based care,
it is important for end-stage renal disease (ESRD) pro-
grams to develop strategies for more efficient care. The
largest area of cost for ESRD programs relates to the pro-
vision of outpatient dialysis. In terms of effectiveness, pa-
tient survival and health-related quality of life (HRQOL)
appear similar for the two most common types of dialy-
sis, peritoneal dialysis (PD) and in-center hemodialysis
(HD) [1–6]. Within hemodialysis, patients treated with
home/self-care hemodialysis may have a higher HRQOL
compared to those on in-center hemodialysis [7], al-
though an adequately powered randomized trial has not
been performed.
Self-care dialysis (including peritoneal dialysis, home,
and self-care hemodialysis) in comparison to in-
center hemodialysis saves nursing resources and costs
∼US$20,000 less per year of treatment [8, 9]. Despite
this, only 33.1% of all patients were treated with self-care
dialysis in Canada in 2000 (22.3% on PD and 10.8% on
home/self-care HD) [10]. Locally, in 2003 only 19.5% of
patients were treated with self-care dialysis, a figure that
has been trending downwards since the mid 1990s. In the
United States in 2002, only 9.3% of ESRD patients were
treated with self-care dialysis [11].
This low rate of utilization of self-care dialysis is sur-
prising given that patients who select PD are more likely
to be satisfied with the care they receive [12]. In this co-
hort study of incident dialysis patients, PD patients were
also more than 2.7 times as likely as HD patients to rate
the “amount of information they had been provided on
choosing HD or PD” as excellent [12]. This prompted the
authors to speculate that the low rate of PD use may be
due to inadequate patient education, a view that has been
supported by other international studies [13, 14]. Previ-
ous research by our group has identified patient-specific
barriers to self-care dialysis for a prevalent cohort of in-
center hemodialysis patients [15]. Many reasons for not
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choosing self-care dialysis were identified that could be
categorized as being due to deficiencies in knowledge,
skills, or attitudes. Significant deficiencies were reported
in each of these domains. The most important barriers
appeared to be lack of explanation and understanding of
self-care dialysis, as well as concerns over social isolation
and the unsupervised nature of self-care dialysis.
Faced with these barriers to self-care dialysis, we de-
signed an educational intervention to effect a behavior
change such that more patients might select this form
of dialysis. We then performed a randomized controlled
trial in patients with chronic kidney disease (CKD) (GFR
<30 mL/min) to determine the impact of this two-phase
patient-centered educational intervention on patients’ in-
tention to initiate dialysis with self-care dialysis.
METHODS
Patients
Patients were enrolled from the Southern Alberta Re-
nal Program (SARP) progressive renal care clinic. The
Southern Alberta Renal Program cares for all patients
with kidney failure (including all patients with ESRD
and selected patients with stage 3 and 4 CKD who are
referred by a nephrologist to the progressive renal care
clinic) in Southern Alberta (catchment population ap-
proximately 1,300,000). In 2003, there were 300 preva-
lent patients with CKD receiving care in this clinic, and
on average, 15 new patients were seen each month. This
is a multidisciplinary CKD clinic where patients are case
managed by a renal nurse clinician. Patients receive
teaching about kidney disease, including dietary instruc-
tions and detailed information about the different modal-
ities of renal replacement therapy. This occurs via an
initial 3-hour one-on-one session where patients are seen
by a nurse, dietician, and social worker. Patients are then
followed by their nephrologist and the multidisciplinary
care team every 3 to 6 months. Patients who had been
seen at least once by this multidisciplinary progressive
renal care team (and therefore had received standard
teaching about the dialytic modality choices) and had a
GFR <30 mL/min/1.73m2 were eligible for enrollment
in this study. Exclusion criteria included the following:
patients with cognitive dysfunction (i.e., significant de-
mentia), non–English-speaking patients (unless they had
family members who spoke English and could translate
since all educational materials were written in English),
patients who were not personally independent based on
assessment by study nurse (i.e., unable to do own ac-
tivities of daily living), patients who were currently on
dialysis (since our educational materials and small group
sessions were focused on predialysis education), and pa-
tients who were unable or unwilling to provide informed
consent.
Educational intervention
After randomization, patients assigned to the educa-
tional intervention strategy received 4 written manuals.
The first, entitled “Choosing the type of dialysis best
suited to you,” described the different types of dialysis,
including the potential advantages to self-care dialysis,
such as flexibility in scheduling dialysis (home/self-care
hemodialysis and PD), easier travel planning (PD), and
more flexibility with diet and fluid intake (PD). The other
3 written manuals described the 3 forms of self-care dialy-
sis (peritoneal dialysis, home, and self-care hemodialysis)
in more detail. In addition, patients received a 15-minute
video entitled “Choosing the type of dialysis best suited
to you,” produced locally, which detailed visually the dif-
ferent types of dialysis and the potential advantages and
disadvantages of self-care dialysis, including patient testi-
monials that described the impact of the different modal-
ities on everyday life.
The second component of the education, which oc-
curred 2 weeks after the educational material was given
to patients, involved a 90-minute small group interactive
session involving 3 to 6 patients (plus family members),
a nephrologist, and a predialysis nurse (see Appendix
for details; further details on the intervention, including
the teaching materials, can be obtained from the corre-
sponding author upon request). The main teaching for-
mat was problem-based learning in small groups focused
around cases that were representative of the local pop-
ulation. The session began with a brainstorming session
in which the participants described the advantages and
disadvantages of self-care dialysis based on their current
knowledge. Following this, the participants separated into
2 smaller groups where they “problem-solved” a “dialysis
scenario,” which involved them finding solutions to over-
come some of the barriers to self-care dialysis. Each small
group then presented their solution to the larger group,
including reasons for their choices. Finally, participants
were shown selected portions of the “Self-care dialysis”
video.
The educational intervention was specifically designed
to incorporate both predisposing interventions (written
manuals and video; phase 1) and an enabling intervention
(small group session; phase 2). This design was adopted
in light of evidence from previous studies suggesting that
isolated predisposing interventions are generally ineffec-
tive in changing behavior, and that combinations of in-
terventions are better than single interventions [16, 17].
Study protocol
The Conjoint Health and Research Ethics Board at
The University of Calgary approved the study protocol.
Randomization was done in blocks of 6 using a computer-
generated scheme to ensure concealment. Given the na-
ture of the intervention, patients were not blinded. The
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primary outcome was whether the patient intended to
start dialysis with self-care dialysis. Secondary outcomes
included patient knowledge and attitudes toward self-
care dialysis. Outcomes were assessed by questionnaire
at baseline (both groups), 2 weeks after the educational
material and video were given to patients (intervention
group only) and 2 weeks after patients in the intervention
group received their small group interactive session (both
groups). Patients in the control group were administered
their baseline and final questionnaires at the same time
as the patients who were randomized to the educational
intervention in the same randomization block.
Statistical analysis
As per the intention-to-treat principle, we report on
all randomized patients, and analyses include all random-
ized patients providing data at the time of outcome mea-
surement. A Fisher exact test was used to compare the
proportion of patients who intended to start dialysis with
self-care dialysis at study completion between treatment
and control groups. Given that in a small study base-
line characteristics may be imbalanced despite random-
ization, we performed multiple logistic regression on
patients’ intention to start self-care dialysis at study com-
pletion, controlling for important patient factors that
might impact the decision to start self-care dialysis. For
this analysis the dependent variable was intention to start
self-care dialysis at study completion (yes or no) and the
independent variables were baseline plan to start self-
care dialysis, patient age, sex, and comorbidity status, as
measured with the Charlson score [18]. Two variable in-
teraction terms were also considered in the model. A
backward elimination procedure was used and nested
models were compared using the likelihood ratio test.
All statistical tests were 2-sided and a P value of < 0.05
was considered statistically significant. All statistical anal-
yses were performed using STATA 8.0 software (STATA
Corporation, College Station, TX, USA). Assuming al-
pha 0.05, and an 80% power to detect a 30% absolute
difference in the “probability of patients who intended
to start dialysis with self-care dialysis at study completion
between treatment and control groups” (baseline prob-
ability of selecting self care dialysis was assumed to be
20%), we estimated that 30 to 40 patients would be re-
quired in each arm.
RESULTS
Baseline characteristics and patient follow-up
Over the 1-year course of the study, approximately
368 local patients (230 “prevalent” patients as of January
2003, and ∼138 patients new to the CKD clinic) were
cared for in the multidisciplinary CKD clinic and would
have been potentially eligible for enrollment in this study.
However, nearly 40% of patients new to the CKD clinic
have either already started dialysis or start within weeks
of the first visit [7], and thus would not have been el-
igible for this study. Of the remainder of the patients
in the multidisciplinary clinic in 2003, 22% had a GFR
>30 mL/min, and would also have been ineligible [19].
The study nurse reviewed the remainder of the patients
with the CKD clinic nurses with regards to their eligibil-
ity based on their ability to converse in English (nearly
15% of patients in the clinic do not speak English), the
presence of dementia, and whether they were personally
independent. As such, approximately 195 patients would
have been potentially eligible for the study, before ex-
cluding patients on the basis of dementia and whether
they were personally independent. In total, 110 patients
met all eligibility criteria and were contacted by the study
nurse regarding participating; 40 patients declined.
The 70 patients who were enrolled in this study were
typical of North American patients with stage 4 CKD
[mean age 64.4 (95% CI 60.9, 68.1); 64% retired; 47%
with diabetes] (Table 1). The average MDRD GFR was
20.4 mL/min (95% CI 18.7, 22.0) and 25% of patients
had been receiving care in the multidisciplinary predialy-
sis clinic for less than 3 months. There were no statistically
significant baseline differences among the study groups
(Table 1). As outlined in Figure 1, 34 of 35 control pa-
tients completed both the initial and final questionnaires.
Thirty of 35 intervention patients completed their second
questionnaire after receiving the self-care dialysis book-
lets and educational video. Thirty intervention patients
attended the small group education session and 28 com-
pleted the final questionnaire (Fig. 1). As seen in Figure
1, 8 of 70 patients (11.4%) did not complete the study
and all questionnaires. Two patients died, 2 patients were
transplanted, 2 patients started peritoneal dialysis, and
2 patients refused to complete their follow-up question-
naires despite repeated reminders (Fig. 1).
Patients’ intention to start self-care dialysis
There was no difference in the proportion of control pa-
tients planning to start self-care dialysis at study comple-
tion compared to baseline (Table 2). There was no statisti-
cally significant increase in the proportion of intervention
patients planning to start self-care dialysis after receiving
the self-care dialysis booklets and video (66.7%) com-
pared with the standard care group at study completion
(50.0%, P = 0.2). After receiving the small group educa-
tion session, however, there was a significant increase in
the proportion of patients planning to start self-care dial-
ysis (23/28; 82.1%) compared with standard care (17/34;
50.0%, P = 0.015) (Table 2). It should be noted that the
increase in the proportion of patients selecting self-care
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Table 1. Baseline characteristics
Intervention Control
(N = 35) (N = 35) P value
Age years 65.2 63.6 P = 0.67
(60.1, 70.3) (58.0, 69.1)
Gender % male 21 (60.0) 17 (48.6) P = 0.34
Married % 23 (65.7) 28 (80.0) P = 0.18
Employment
Employed 10 7 P = 0.79 (FET)
Unemployed 4 4
Retired 21 24
Charlson comorbidity index, 3.7 (3.2, 4.2) 4.1 (3.6, 4.6) P = 0.23
mean (95% CI)
Comorbid conditions %
Coronary heart disease 31.4% 22.9% P >0.05 for all
Congestive heart failure 8.6% 11.4%
Peripheral vascular disease 11.4% 22.9%
Previous stroke 11.4% 14.3%
Lung disease 11.4% 20.0%
Diabetes 45.7% 48.6%
MDRD GFR mL/min 20.4 (18.0, 22.8) 20.3 (18.0, 22.6) P = 0.93
mean (95% CI)
Months in predialysis clinic
<3 months 25.0% 23.8%
3–12 months 40.0% 38.1% P = 0.882 (FET)
>12 months 35% 38.1%
FET, Fisher exact test.
1 died, 1 started PD, 1
transplanted, 2 did not
return second
questionnaire
30 completed second questionnaire and
attended 90 minute educational course
28 completed final questionnaire
1 died, 1 transplanted
35 assigned to standard care and
educational intervention
70 randomized
35 assigned to standard care
1 started PD
34 completed final questionnaire
Fig. 1. Randomization and patient follow-up.
dialysis was not due to loss to follow-up of patients in
the intervention group who had initially intended to start
with in-center dialysis. Among the 7 intervention patients
who did not complete their final questionnaire, 6 had ini-
tially selected self-care dialysis as their intended choice.
In fact, the impact of the intervention appeared great-
est among patients who, at study baseline, were either
uncertain about which dialysis modality to start or were
planning to start with in-center dialysis. Of the 18 such
patients in the control group, only 3 (16.7%) planned to
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Table 2. The proportion of patients in each group intending to start




Proportion planning to start self-care
dialysis (%): Baseline
17/35 (48.6%) 20/35 (57.1%)a
Proportion planning to start self-care
dialysis (%): Post-phase 1
N/A 20/30 (66.7%)b
Proportion planning to start self-care
dialysis (%): Study completion
17/34 (50%) 23/28 (82.1%)c
aP = 0.6 comparing baseline standard care and educational intervention
groups.
bP = 0.2 comparing educational intervention group (post-phase 1) and
standard care group (at study completion).
cP = 0.015 comparing educational intervention and standard care groups at
study completion.
Table 3. Proportion of patients intending to start self-care dialysis at
study completion among people who were either uncertain or planned




Proportion planning to start self-care
dialysis (%): Baseline
0/18 0/15
Proportion planning to start self-care
dialysis (%): Post-phase 1
N/A 7/15 (46.7%)a
Proportion planning to start self-care
dialysis (%): Study completion
3/18 (16.7%) 9/14 (64.2%)b
aP = 0.13 comparing educational intervention group (post-phase 1) and
standard care group (at study completion).
bP = 0.01 comparing educational intervention and standard care groups at
study completion.
start self-care dialysis at study end compared with 9 of
14 (64.2%) such patients in the intervention group (P =
0.01) (Table 3).
By multiple logistic regression there were no interac-
tions and 2 variables were associated with an increased
odds of choosing self-care dialysis: patients’ intention to
select this modality at the start of the study [adjusted
odds ratio 41.7 (95% CI 6.5–264.3), P < 0.001] and being
in the intervention group [adjusted odds ratio 10.2 (95%
CI 2.0–50.3), P = 0.004].
Consistent with the noted changes in the planned dia-
lytic modality, there were also significant improvements
in the knowledge and attitudes toward self-care dialysis
for intervention patients (Table 4).
Long-term patient follow-up
As of September 2004, patients had been followed for
an average of 339 days (95% CI 306–371) since study
enrollment. Of the 70 patients, 2 died within 1 week of
starting dialysis after developing an acute illness (both
in intervention group). Ten other patients have since
started dialysis. Seven were in the control group, 4 of
whom started with self-care dialysis. Of the 3 interven-
tion patients who started dialysis and did not die, 2 started
with self-care dialysis. Importantly, of the 10 patients who
started dialysis, 9 of them started dialysis with the modal-
ity that they had selected as their planned choice. The
10th patient, who planned to do home hemodialysis, was
receiving home hemodialysis as of the third month after
starting dialysis. As such, our primary outcome “whether
the patient planned to start dialysis with self-care dialy-
sis” appeared to be a reliable surrogate marker for the
modality eventually selected by the patient.
DISCUSSION
Our study shows that a multifaceted patient-oriented
intervention consisting of dialysis information booklets,
a video, and a small group education session can increase
the proportion of patients with stage 4 CKD planning to
start dialysis with self-care dialysis. Given the small num-
ber of patients who have started dialysis since the com-
pletion of the final questionnaires, it is uncertain whether
this multifaceted educational intervention will increase
utilization of self-care dialysis. However, those who have
started dialysis to date have started with the modality
that they had intended, suggesting that the proposed in-
tervention may increase the proportion of patients who
subsequently perform self-care dialysis.
Given that clinical outcomes are similar between the
various dialysis modalities [1–7], satisfaction with care is
higher for PD patients [12], and that self-care dialysis is
significantly less expensive than in-center hemodialysis, it
is surprising that the vast majority of patients in Canada
(67%) [10] and the United States (91%) [11] are treated
with in-center hemodialysis. In some patients, in-center
hemodialysis is the only treatment option due to a va-
riety of patient factors, including medical and perceived
social contraindications to peritoneal dialysis [13]. How-
ever, there are many patients in whom any of the modal-
ities would be appropriate [13, 20–22]. Previous work by
our group has demonstrated many barriers to the use of
self-care dialysis, including those related to deficiencies in
patients’ knowledge and attitudes toward self-care dialy-
sis [15]. Given the results of this previous study [15], we
designed the present multifaceted intervention to over-
come these barriers. The 2-phase design was adopted in
light of evidence from previous studies suggesting that
isolated predisposing interventions are generally ineffec-
tive in changing behavior, and that combinations of in-
terventions are better than single interventions [16, 17].
Limited research has been done to design/test inter-
ventions aimed at facilitating patients’ selection of dia-
lytic modality and, where appropriate, encouraging se-
lection of self-care dialysis. Multidisciplinary predialysis
clinics serve to educate patients about kidney failure, slow
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Table 4. Reasons why patients may not select self-care dialysis as a modality
Intervention Control
Baseline Post-phase 1 Study completion Baseline Study completion
Knowledge
Lack of awareness of self care 5 (14%) 0 (0%) 2 (7%) 4 (11%) 3 (9%)
Lack of explanation of self care 18 (51%) 10 (33%) 2 (7%)a 18 (51%) 21 (62%)
Lack of understanding of self care 18 (51%) 18 (60%) 5 (18%)b 18 (51%) 16 (47%)
Attitudes
Disagree with patient involvement in care 9 (26%) 3 (10%) 6 (21%) 8 (23%) 10 (29%)
Lack of self-efficacy in training 1 (3%) 0 (0%) 2 (7%)c 9 (26%) 11 (32%)
Lack of self-efficacy in performing self-care 15 (43%) 14 (47%) 8 (29%)d 17 (49%) 23 (68%)
Lack of motivation to be involved in care 8 (23%) 6 (20%) 8 (29%) 12 (34%) 13 (38%)
Fear of substandard care 12 (34%) 7 (23%) 4 (14%) 11 (31%) 10 (29%)
aP < 0.001 comparing educational intervention group and standard care group (at study completion).
bP = 0.02 comparing educational intervention group and standard care group (at study completion).
cP = 0.02 comparing educational intervention group and standard care group (at study completion).
dP = 0.002 comparing educational intervention group and standard care group (at study completion).
progression of CKD [23], and prepare patients for a
smooth transition to dialysis when clinically indicated [24,
25]. These clinics also educate patients about the differ-
ent treatment modalities. Despite the presence of these
clinics throughout many of the regional renal programs
in Canada, however, the rate of self-care dialysis remains
low. To further promote informed dialytic modality se-
lection, several centers have instituted formal education
programs [26–29], though none of these programs have
been evaluated in a randomized fashion. This is an im-
portant methodologic limitation given that nearly 50%
of our control group selected self-care dialysis as their
preferred modality.
There were several strengths of our study. It was ran-
domized and the intervention was based on a formal
needs assessment. Limitations include the small sample
size, the single-center nature of our study, and that our
primary outcome was a surrogate marker for the clini-
cally relevant outcomes, namely the modality eventually
selected by the patient and the patient’s outcome on that
modality. We justify this outcome on the basis that decid-
ing on an action and preparing for this is a prerequisite to
change [30]. Moreover, we found that the patients who
did start dialysis all selected the modality with which they
had intended to start. It is possible that with time, patients
may revise their preferences when they do eventually be-
gin dialysis. We plan to continue to follow patients to
determine the eventual modality selected by patients in
this study. One further limitation is that our study was
restricted to outpatients being followed in a predialysis
clinic, and that enrolled patients represented a minority
of the overall population cared for in the multidisciplinary
CKD clinic. In our center, at the time this study was being
conducted, approximately 25% to 35% of patients start-
ing dialysis did so urgently, in hospital or as an outpatient,
without being referred to the predialysis clinic. Locally,
it has been our experience that the majority of such pa-
tients end up on in-center hemodialysis. As such, it will be
important to evaluate interventions that are appropriate
for these patients as well.
CONCLUSION
A multifaceted patient-centered educational interven-
tion can increase the proportion of patients planning to
initiate dialysis with self-care dialysis. Long-term follow-
up will be required to determine whether this interven-
tion will increase actual utilization of self-care dialysis
and whether the patients who select self-care dialysis as
a result of education can successfully perform the chosen
modality. Further studies focusing on patient education
in CKD are warranted.
APPENDIX
Timetable for phase 2 of the educational intervention and instruc-
tions for nurse/physician facilitators
Time Activity Facilitator Details
0.00 – 0.10 Introductions, overview, and
goals of the course
Nurse 1
0.10 – 0.20 Introduction of topic: self-care
dialysis
Physician 2
0.20 – 0.40 Brainstorming session Physician 3
0.40 – 0.50 Break





1.10 – 1:20 Group presentations Patients 5
1:20 – 1:30 Video presentation Nurse 6
1:30 Feedback for the course and
close
Physician 7
1. Patients, nurse, and physician introduce themselves. Nurse/
physician gives an overview of the session and outlines the “Goals
of the course” using a brief PowerPoint presentation.
2. Physician gives a brief overview of the different dialysis modalities.
A point is made to mention that dialysis is not the only treatment
for ESRD (e.g., transplantation) but that all patients should be
aware of the different types of dialysis due to wait time, transplant
failure, etc. Physician highlights which types of dialysis are con-
sidered ‘self-care’ dialysis. State that not all patients will be suit-
able for all types of dialysis (e.g., major abdominal surgery may
make PD more difficult). Medical contraindication to each of the
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forms of dialysis should be discussed with the patient’s individual
nephrologist.
3. From previous knowledge, including their recollection of the read-
ing material and video that patients have previously viewed, pa-
tients are asked to list the advantages and disadvantages of the
different dialysis modalities. Reassure that there are no right and
wrong answers. When writing up the advantages and disadvan-
tages be specific as to the types of dialysis they apply to. If there
are wrong answers then correct them at the end of the brainstorm-
ing session. If there are missing points (see list below) then add
them.
4. Patients break up into smaller groups and are asked to consider
what type of dialysis might be best suited to a hypothetical patient
described in a short scenario that is provided to them. Patients are
asked to determine not only which modality might be best for the
hypothetical patient but also the advantages/disadvantages of the
different modalities for that patient. One scenario is given to every
2 to 3 patients (plus family members).
5. Small groups rejoin. Spokesperson for the group presents the sce-
nario, with their suggestions, to the other groups. Other groups
can ask questions.
6. Patients view selected portions of the self-care dialysis educational
video to consolidate their knowledge on dialysis modalities. Pa-
tients view the sections on peritoneal dialysis, home hemodialysis,
self-care hemodialysis, and in-center hemodialysis.
7. Final questions and wrap-up.
Advantages of self-care dialysis Disadvantages of self-care dialysis
Flexibility in scheduling Some patients need greater
supervision if they are unstable
Less waiting time Some patients are unsuitable for
peritoneal dialysis
Participation in your own dialysis Commitment and learning from
patients
Greater flexibility with diet and fluids Greater freedom during dialysis
Easier planning travel
Less travel for dialysis
Less requirement for nurses
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